It has long been felt that the findings of Benninghoff (1934) deserved some independent corroborative proof if it were possible to obtain it. Based on previous experience, an attempt was made with the experimental method of photoelasticity, more correctly the frozen stress method. The material used was an epoxy resin in which a number of skull bases and mandibles were cast and processed. Acceptable specimens were loaded, and the stresses frozen in over an extended period of time. Fig 1 shows a hemisection of a skull base. That the dark areas are not ordinary shadows is demonstrated in Fig 2, which shows one and the same slice from this hemisection, the I-wave plate of the analyser of the polariscope having been rotated by 10 degrees of arc each time. This procedure shows clearly a significant increase in the intensity of the fringes caused by the loading process. The total absence of fringe shadows in the other areas is noteworthy. Similar fringe patterns were obtained in the mandible. It is relevant to draw attention to the following: it should be realized that the fringe patterns obtained in these photoelastic tests apply to every age provided the direction and magnitude of the forces applied are the same. If, therefore, as is well established, the trabecular pattern of bone gradually deteriorates with advancing age then the architecture of bone will not throughout life correspond with the requirements of maximal stress. In other words, the architecture of bone in the elderly is for some reason no longer functional in the sense of being arranged according to functional patterns of graphical statics as evolved by Meyer (1867) and Culmann (1866). This occurrence may obviously be of grave disadvantage should such a structure become suddenly exposed to unexpected loads.
The fringe patterns in the photoelastic models clearly indicate the location of stress concentrations, and they thus provide a better understanding of fracture-lines. Hitherto, techniques for producing isopotential surface maps (Taccardi 1963) have been cumbersome, requiring the recording of more than a hundred electrocardiograms. A new method for producing the maps, employing only twenty-four chest electrodes and four limb leads, has been developed.
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By using three straps each containing eight equally spaced electrodes placed around the chest, the time taken to apply the leads is similar to that required to place the electrodes for a 12-lead electrocardiogram recording. Built into each electrode is an amplifier. By this means the amount of electrical noise picked up between the conventionalelectrodeand therecordingapparatus is minimized. The analog signals are then multiplexed using a 32-channel multiplexer, following which they are further amplified before being converted into digital form using an 11-bit analogto-digital converter. Storage of the data is on magnetic tape in digital form.
In order to produce the maps the potentials at 2048 points on the surface of the chest are calculated using two-dimensional Fourier analysis in the spatial domain.
When drugs fail to control the recurrent supraventricular tachycardia associated with the Wolff-Parkinson-White (WPW) syndrome, cardiac pacemaking has been found to be of value (Ryan et al. 1968 ). A patient with Type A WPW syndrome was described whose dysrhythmias were controlled byaninductively-coupledepicardialpacingsystem.
In an attempt to localize the abnormal pathway more precisely, preoperative investigation of this patient included isopotential surface mapping of the thorax. A 16 mm cine film display was used to show the isopotential surface maps in an animated form. One of the maps constructed from the surface potentials at the beginning of the QRS complex is shown in Fig 1. At operation for the insertion of the pacemaker, epicardial mapping was carried out via a left anterolateral thoracotomy incision. The epicardial potentials were recorded by a unipolar electrode directly from forty-five different sites over the right and left ventricles. The results showed the earliest site of ventricular activation to be midway between the left atrioventricular groove and the apex of the left ventricle posteriorly, confirming that surgical division of an anomalous pathway is less practicable in Type A WPW syndrome than in Type B.
Follow up has shown that maintenance oral propranolol therapy is required to enable the 
